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R 000 Initial Comments R 000
An investigation was conducted at your facility on
July 21, 2010 following an incident report sent to
the Department of Health on June 1, 2010 in
reference to the death of a resident. Through
record reviews and staff interviews, it was
revealed that the facility followed proper protocol
and procedures as it related to sending the
resident to the emergency room on May 23, 2010
prior to her death on May 24, 2010. At the time of
this investigation, the facility was in compliance
with Assisted Living Law "DC Code § 44-101.01."
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